The evidence that FACT, however, can reduce recidivism among justice-involved persons with severe mental illness is promising, but a number of gaps in the literature remain (California Department of Corrections and Rehabilitation, 2005; Cusack et al., 2010; Lamberti et al., 2001; McCoy et al., 2004) . In particular, ACT, unlike FACT, has wellestablished eligibility criteria and much is known about its service structure and expected outcomes. In the aforementioned studies of FACT, however, a variety of eligibility criteria were used (see Cuddeback et al., 2008) , which is problematic because without standard eligibility criteria, FACT teams could have difficulty knowing how to adjust staffing, training, and competencies in order to best meet the needs of their consumers. Moreover, understanding how ACT-and FACT-eligible consumers might differ on demographic and clinical characteristics is particularly important given the rapid dissemination of FACT, especially for program administrators and frontline service providers of justice-involved consumers.
For example, there is evidence that justice-involved consumers, in general, are more likely to be male, persons of color, homeless, and have co-occurring substance use disorders and greater psychological disability (Fisher, Packer, Grisso, McDermeit, & Brown, 2000; Theriot & Segal, 2005) . Moreover, there is evidence that justice-involved consumers are more likely to have one or more general medical problems compared with consumers who are not justice involved (Cuddeback, Scheyett, Pettus-Davis, & Morrissey, 2010) . To date, however, there have been no explicit comparisons of ACT and FACT consumers on demographic, clinical, and criminal justice characteristics, and this is an important gap in our knowledge. How are the characteristics of FACT consumers different from those of the ACT consumers and how might these differences drive FACT program staffing and training needs? Here, to address this gap in our knowledge, administrative data from multiple systems from King County, Washington, are used to identify ACT-and FACT-eligible consumers and compare their demographic, clinical, and criminal justice characteristics.
Method Design
An observational study design was used to compare the demographic, clinical, and criminal justice characteristics of FACT-eligible and ACT-eligible consumers. This study used 5.5 years (July 1, 1993 , through December 31, 1998 of linked, administrative data from multiple public sectors in King County, Washington. Data from county mental health, county jail, local and state hospitals, local substance abuse treatment providers, and Medicaid were used to identify FACT-and ACT-eligible consumers and examine their demographic, clinical, and criminal justice characteristics.
The data used in this study were partially identified in that they contained birth dates and service utilization dates. However, the data for this study were prepared by a third party who received identified data from multiple public systems, linked these data via a common set of personal identifiers, assigned dummy identifiers to each unique individual in the data set, and then stripped the linked files of all personal identifiers before providing them to the research team. This study and its parent study (see below) went through three separate review boards to ensure that the identities and confidentiality of subjects were protected.
The study protocol was reviewed for human subjects' protection by the Institutional Review Boards at the University of North Carolina at Chapel Hill, the University of Washington, and Washington State Department of Social and Health Services Research and Data Analysis Division.
Sample
The data used in this study were collected as part of a larger study (Domino, Norton, Morrissey, & Thakur, 2004) and contain a census of all King County, Washington, mental health, Medicaid, and jail users between July 1993 and December 1998. Data were linked to classify individuals into one of seven mutually exclusive groups: jail only, Medicaid only, county mental health only, jail/Medicaid, jail/county mental health, Medicaid/county mental health, and jail/Medicaid/county mental health. Then, samples from each of these seven groups were drawn. A total sample size of 44,539 unique individuals was obtained.
Defining ACT-eligible and FACT-eligible consumers. First, among the larger sample of 44,539, a subsample of persons with severe and persistent mental illness, defined as persons having a diagnosis of schizophrenia, mood disorders (with a few exceptions such as single episode depression), delusional disorder, or other psychosis not otherwise specified and who were receiving Supplemental Security Income (SSI) and/or Social Security Disability Income (SSDI) at any point during the study period was identified (n = 1,453). Then, persons who were eligible for ACT, defined as having a severe mental illness and having three or more psychiatric hospitalizations within a one-year period were identified (Cuddeback, Morrissey, & Meyer, 2006) . FACT eligibility was defined as having a severe mental illness and having three or more jail detentions within a 1-year period (Cuddeback et al., 2008) .
Measures
For each ACT-or FACT-eligible consumer, data on age in years, gender, race (White, Black/other) were collected. In addition, an indicator of whether an individual was ever homeless during the 5.5-year study (coded 0 for no and 1 for yes) was created. Dummy variables (coded 0 for no and 1 for yes) were created for the following diagnoses: schizophrenia, mood disorder, psychotic disorder NOS (not otherwise specified), delusional disorder, panic disorder, obsessive-compulsive disorder, generalized anxiety disorder, antisocial personality disorder, and posttraumatic stress disorder. Also, a dummy variable was created to indicate the presence of a co-occurring mental health and substance abuse disorder. Diagnostic data came from a variety of sources, including Medicaid records, community behavioral health records, and hospital records. In general, the diagnoses were provided by medical doctors, psychiatrists, and trained mental health professionals.
Criminal offenses were enumerated from booking and admission data from the local jail. Criminal offenses were classified into one of the following six categories: crimes against another person, drug offenses, minor offenses, property offenses, sex crimes, and violent crimes. Then, criminal offenses were further categorized as nonviolent misdemeanors, violent misdemeanors, nonviolent felonies, and violent felonies.
Data Analysis
For all the analyses below, ACT or FACT eligibility status (coded as 0 for ACT-eligible and 1 for FACT-eligible) was the dichotomous independent variable. To examine differences in age between these groups, an independent-groups t test was used. To examine differences with regard to the remaining demographic and clinical indicators (all of which were coded as dichotomous variables), a series of chi-square tests were conducted and odds ratios with 95% confidence intervals were computed.
Results
Over the 5.5-year study, 33,293 county mental health users were enumerated, of which approximately 4.4% (n = 1,453) were identified as having a severe and persistent mental illness. Of those with a severe and persistent mental illness, 45.0% (n = 654) met the eligibility criteria for ACT and 44.1% (n = 641) met the eligibility criteria for FACT. Among those who were identified as FACT eligible, 14% (n = 89) were eligible for both ACT and FACT and were counted as FACT-eligible consumers.
As shown in Table 1 , compared with ACT-eligible consumers, FACT-eligible consumers were more likely to be African American or other persons of color (43% vs. 30% for FACT and ACT, respectively) and male (74% vs. 48% for FACT and ACT, respectively). Also, compared with ACT-eligible consumers, FACT-eligible consumers were more likely to have experienced at least one episode of homelessness (46% vs. 19% for FACT and ACT, respectively). Also, although not shown in Table 1 , ACT-eligible consumers were slightly older (M = 34.36 years, SD = 9.66) than FACT-eligible consumers (M = 33.00 years, SD = 8.67), and this difference was statistically significant, t(929) = 2.41, p = .02, unequal variances assumed.
Also shown in Table 1 , FACT-eligible consumers were more likely to have a diagnosis of schizophrenia (74% vs. 66% for FACT and ACT, respectively), psychotic disorder NOS (48.67% vs. 29.07% for FACT and ACT, respectively), and antisocial personality disorder (20% vs. 6% for FACT and ACT, respectively). In addition, FACT-eligible consumers were more likely to be diagnosed with co-occurring substance abuse and mental illness (74% vs. 65% for FACT and ACT, respectively).
ACT-eligible consumers were more likely than FACTeligible consumers to have a diagnosis of affective disorder (52% vs. 74% for FACT and ACT, respectively), panic disorder (8.62% vs. 3.43% for ACT and FACT, respectively), and posttraumatic stress disorder (12.94% vs. 6.55% for ACT and FACT, respectively).
The percentages of each group's criminal offenses for six crime categories are shown in Table 1 . Across all six crime categories, FACT-eligible consumers were significantly more likely to have criminal offenses compared with ACT-eligible consumers. For both groups, minor crimes were the most common offense types (97% and 20% for FACT and ACT, respectively), followed by property crimes (73% and 9% for FACT and ACT, respectively), violent crimes (60% and 9% for FACT and ACT, respectively), crimes against another person (33% and 3% for FACT and ACT, respectively), drug crimes (30% and 1% for FACT and ACT, respectively), and sexual offenses (2% and 0.2% for FACT and ACT, respectively). Also shown in Table 1 , FACT-eligible consumers were more likely to be detained because of a violent felony (52% vs. 8% for FACT and ACT, respectively) compared with ACT-eligible consumers.
Discussion
This study used linked administrative data to compare the demographic, clinical, and criminal justice characteristics of FACT-and ACT-eligible consumers and contributes to the growing literature about FACT. Specifically, this study makes an explicit comparison of ACT-and FACT-eligible consumers and provides important information for communities that are developing new FACT teams or retooling existing ACT teams to serve justice-involved consumers.
Clearly, sampling location matters. Expectedly, the FACT sample closely mirrors the demographic characteristics of many local jails (i.e., disproportionate representation of males and persons of color); however, these findings have implications for program planning in that FACT program administrators should consider including more males and persons of color among FACT staff to more closely match the characteristics of FACT consumers. Also, with respect to training needs, given the higher proportions of persons of color among FACT consumers, training around issues of cultural competence may be particularly important.
Furthermore, in light of evidence that justice-involved consumers have more general medical problems compared with consumers with no criminal justice histories , it is likely that FACT consumers will require careful screening for medical problems and greater collaboration with the primary care system, which has important implications for nurses and other medical professionals on FACT teams. Currently, there are a handful of strategies for integrating primary care and mental health treatment (Druss, Rohrbaugh, Levinson, & Rosenheck, 2001; Lorig et al., 1999) ; however, there is little information in the published literature about how these integration strategies need to be modified, if at all, to fit within the ACT model. Compared with ACT consumers, FACT consumers were more likely to have diagnoses that suggest more profound impairments (i.e., more likely to have schizophrenia and co-occurring substance use disorders) and were more likely to have had experienced homelessness. Also, although high for both groups, the higher prevalence of co-occurring mental health and substance abuse disorders is notable and suggests that FACT teams must have specialized substance abuse treatment competencies, such as Integrated Dual Disorder Treatment (Drake et al., 1998) or Motivational Interviewing (Barrowclough et al., 2001; Miller & Rollnick, 1991) .
FACT consumers were more likely to be diagnosed with antisocial personality disorders, and this is particularly important for FACT teams to know in light of evidence that schizophrenia and antisocial personality disorder combine to create a number of challenges, such Note. FACT = forensic assertive community treatment; ACT = assertive community treatment; OR = odds ratio; CI = confidence interval; NOS = not otherwise specified. Percentages for diagnosis, offense type, and crime severity sum to greater than 100% because of multiple diagnoses and offenses. Odds ratios are presented for statistically significant differences only. a. Sample sizes for race do not sum to total sample sizes because of missing data. ***p < .001.
as increased homelessness, greater psychosis, higher rates of police contact and persistent criminality, increased violent and suicidal behaviors, and increased substance abuse (Gandhi et al., 2001; Hodgins & Cote, 1993; Moran et al., 2003a Moran et al., , 2003b Moran & Hodgins, 2004; Mueser et al., 1997; Mueser et al., 1999; Tengstrom & Hodgins, 2002) , and this is of particular concern given limited evidence that ACT is not particularly effective for consumers with personality disorders (Weisbrod, 1983) . Traditionally, ACT teams have avoided consumers who have personality disorders, violent consumers, and sex offenders with severe mental illness; however, as the use of mandated outpatient treatment (Monahan et al., 2001) and mental health courts (Steadman, Davidson, & Brown, 2001 ) increases, FACT teams may have less discretion to be selective about the consumers they serve. Moreover, the prevalence of antisocial personality disorders among the FACT consumers in this study could suggest that FACT staff need to be deliberate about assessing for antisocial personality disorder and may need specialized training around engaging and treating persons with severe mental illness with comorbid antisocial personality disorders. Effective interventions for antisocial personality disorder in the general population are limited, to date. However, treatments for prosocial skills and community housing and placements that support prosocial behaviors and limit opportunities to engage in crime or engage with people who are associated with crime are important (Moran & Hodgins, 2004) . Additionally, the presence of antisocial personality disorders could mean that engaging FACT consumers will be more difficult and will take more time and effort, which has implications for teams that have productivity and billing expectations to meet. Specifically, for most teams, particularly those dependent on Medicaid billing for sustainability, time spent trying to engage and enroll a hardto-engage consumer is nonbillable time, and this could create pressure to shorten the engagement process and give up on consumers who need help the most (i.e., those who cycle in and out of local jails and hospitals). Flexible funding and sustainability plans that can accommodate slow caseload buildup and significant nonbillable time could be particularly important for FACT teams, especially newly established teams.
It was no surprise that FACT consumers, compared with their ACT counterparts, were more likely to have committed crimes in all crime categories, given that the FACT sample was drawn from a local jail. However, the findings illuminate a number of key points. For example, more than half of the FACT consumers were detained in jail for a violent offense. Much has been written about the link between mental illness and violence (Swartz et al., 1998; Walsh, Buchanan, & Fahy, 2002) , but the findings here should not be interpreted in the context of this debate in that the sample in this study represents a very specific subpopulation of persons with severe mental illness (i.e., those who were detained in a local jail). The point here is that FACT teams may need to be especially adept at recognizing and defusing potentially violent situations and may need clear policies to protect their safety and the safety of those they serve (i.e., travel in pairs, be accompanied by law enforcement under certain circumstances). These issues are salient for traditional ACT teams; however, FACT teams may need a heightened sense of awareness around the safety of staff and their consumers.
It is notable that a small percentage of the FACT consumers were detained in jail for sex offenses. Sex offenders with severe mental illness are a particularly complex population (Harris, Fisher, Veysey, Ragusa, & Lurigio, 2010) and may be particularly hard to serve given ever-tightening sex offender laws (Levenson, D'Amora, & Hern, 2007) and the multiple stigmas these individuals face. More information may be needed as to how ACT should be adapted to serve sex offenders with severe mental illness, and this is an area for future research.
Strengths and Limitations
Strengths of this study include the use of a unique, linked administrative data set to identify and compare large population-based samples of ACT-and FACT-eligible consumers. Plus, this study is unique in that it presents findings from a direct comparison of the demographic, clinical, and criminal justice characteristics of ACT-and FACTeligible consumers for the purposes of helping communities understand better the characteristics and differences between these populations and the potential challenges and training needs inherent with serving them.
This study has limitations as well. For example, none of the ACT-or FACT-eligible consumers in this study were actually enrolled in ACT or FACT programs at the time these data were collected; rather, available administrative data were used to simulate, in principle, how ACT and FACT consumers might differ if selected for their respective teams using standardized eligibility criteria. The use of standardized eligibility criteria is important in that ACT and FACT teams should target the most profoundly needy among persons with severe mental illness for services, and providing services to those who do not meet the established eligibility criteria could potentially waste scarce and valuable ACT and FACT resources and overserve consumers who could function just as well with less intensive services. More research is needed to understand the demographic, clinical, and criminal justice characteristics of FACT consumers when standard eligibility criteria are applied. Nevertheless, to some extent, the FACT consumers in this study represent an exemplar caseload (i.e., high percentages of males, persons of color, psychotic disorders, co-occurring disorders, and homelessness) to which the caseloads of real FACT teams could be compared.
The data used in this study are old and may not capture changes or trends in the demographic, clinical, or criminal justice characteristics among persons with severe mental illness. However, it is unlikely that the profiles of ACT and FACT consumers have changed so much over the past several years that the profiles of ACT and FACT consumers presented here are markedly different from the profiles of more contemporary consumers. Moreover, a standard definition of severe and persistent mental illness was used to identify both the study groups, and this definition has been in existence since the early 1980s. Also, it is arguable that the gender and racial/ethnic constitution of our nation's jails have remained relatively stable over the past several years (i.e., misdemeanants, mostly males, disproportionately persons of color).
The data used in the article are unique such that single and multiple system users can be tracked longitudinally. Linked data such as these are rare, and the data used in this study may be the best available to answer questions about the demographic and clinical similarities and dissimilarities of FACT-and ACT-eligible consumers. Nevertheless, more research is needed with the consumers of ACT and FACT teams to replicate and validate the findings presented here and understand the demographic and clinical characteristics of FACT consumers for FACT program planning and staff training purposes.
Furthermore, data about the psychiatric and medical diagnoses enumerated in this study came from a variety of sources, including Medicaid records, community behavioral health records, and hospital records. In general, the diagnoses were provided by medical doctors, psychiatrists, and trained mental health professionals. Unfortunately, little is known about the validity and reliability of these diagnoses. The limitations of administrative data such as these used in this study are well known, and the data used in this study may contain errors, inaccuracies, or omissions that affected the results in unknown ways. Last, caution generalizing the findings from one large urban community in the Pacific Northwest is warranted.
Conclusion
FACT teams must be staffed appropriately and equipped to deal effectively with the challenges presented by FACT consumers. Traditionally, ACT teams have avoided serving consumers with personality disorders and those who have committed violent and/or sex offenses; however, FACT teams may no longer have this discretion. Is ACT prepared for these new challenges? Future research should continue to explore the needs of FACT consumers, and the development of best practices toward helping consumers of FACT remain stable in their communities and free from involvement with the criminal justice system.
